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Purpose: The purpose of this preliminary, pre-post, interventional project was to (1) 
explore the pervasiveness of compassion fatigue & (2) promote self-care activities & evaluate 
the effectiveness of compassion fatigue education on reducing hospice nursing staffs’ 
compassion fatigue symptoms in a single hospice care unit. 
Background and Rationale: In the nursing profession, staff are at increased risk for 
compassion fatigue because they frequently witness & are in contact with other people’s 
suffering, trauma, & pain.  This can lead to many internal and external consequences if not 
addressed.  Compassion fatigue has been historically under-recognized, understudied, & 
undertreated. Thus, demonstrating how important projects like this are to retaining caring, 
compassionate, experienced nurses.   
Methodology: The project took place in the hospice unit at the Durham Veteran Affairs 
Medical Center (DVAMC).  Project participants completed the Professional Quality of Life Tool 
Version 5 (ProQOL-5), a demographics questionnaire & a self-care habits survey prior to the 
intervention. Project participants then accessed the continuing education class Compassion 
Fatigue: Don’t Forget to Care for Yourself When Caring for Others by Connie Vogel via 
Nurse.com.  The ProQOL-5 & the same self-care habits survey served as the post-intervention 
assessment & were collected at 30- and 60-days post-intervention.   
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Results: Only two nursing staff participated at all time periods.  By the end of the study, 
participant JP21967 increased their compassion satisfaction by 7.32%, decreased their burnout 
by 20.83% & secondary trauma by 20.69%, & increased their self-care habits.  Participant 
MA11978 decreased their compassion satisfaction by 11.36%, increased their burnout by 5% & 
secondary trauma by 13.64%, & decreased their self-care habits.  These findings suggest that the 
degree to which people engage in self-care may lessen compassion fatigue. 
Conclusion: Although the purpose of this study was to reduce compassion fatigue among 
hospice nurses, context related barriers may have influenced participation.  Further research is 
needed in the area of compassion fatigue not only for the sake of nurses but also for the sake of 
healthcare systems.   
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CHAPTER 1: INTRODUCTION 
 All nursing staff encounter death in the workplace; however, the entire role of nurses and 
certified nursing assistants (CNAs) in hospice settings revolves around caring for patients and 
their families during dying and after death.  Due to the nature of their jobs, hospice nurses and 
CNAs are at increased risk for compassion fatigue.  Compassion fatigue is defined as a 
“secondary traumatic reaction that results from the close contact with other people’s suffering or 
trauma, and yields an almost identical set of symptoms to those of post-traumatic stress disorder 
(PTSD)” (Duarte & Pinto-Gouveia, 2017, p. 114).  Compassion fatigue differs from burnout. 
Defined as a response to chronic job stressors, symptoms of burnout include emotional 
exhaustion, depersonalization, and absence of perceived social achievements (Duarte & Pinto-
Gouveia, 2017).  Burnout is similar to compassion fatigue in that it is a stress response; however, 
burnout pertains to job site-related stressors such as being overworked while compassion fatigue 
derives from relationship stressors (Sweigart, 2017).  Educational interventions focused on 
compassion fatigue may be beneficial in reducing this concern in nursing staff (Adimando, 2017; 
Flarity et. al., 2013; Flarity et. al., 2016; Pfaff et. al., 2017; Potter et. al., 2013a; Potter et. al., 
2013b; Weidlich & Ugarriza, 2015; Zehr, 2015).   
Practice Problem 
 Compassion fatigue may impact any profession that focuses on helping others; however, 
in the nursing profession, staff are at increased risk for compassion fatigue because they 
frequently witness and are in contact with other people’s trauma, pain, and suffering (Duarte & 
Pinto-Gouveia, 2017).  There are many internal and external consequences of compassion 
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fatigue.  Internal consequences may be physical (e.g., insomnia, fatigue, exhaustion), emotional 
(e.g., apathy, cynicism, anxiety, depression, memory impairment), social (e.g., loss of interest in 
past hobbies, isolation), and spiritual (e.g., question beliefs) (Boyle, 2015).  External 
consequences consist of poor work performance, specifically decreased productivity (e.g., 
increased sick day usage), decreased competency (e.g., increased errors), and increased nursing 
staff turnover due to job dissatisfaction with some leaving the nursing profession entirely (Boyle, 
2015).   
According to Gellasch (2015), in 2008, 15% of nurses were not working in the nursing 
workforce and 31% of practicing nurses plan to leave the profession in 1-3 years, rates that lead 
to a predicted deficit of 500,000 registered nurses by 2025.  A goal of addressing compassion 
fatigue is to reduce the internal and external consequences through improved self-care, 
awareness, hopefully leading to reduced turnover. Compassion fatigue has been historically 
under-recognized, understudied, and undertreated (Boyle, 2015), thus, demonstrating the 
importance of interventions targeted toward retaining caring, compassionate, experienced nurses.   
Purpose  
The purpose of this preliminary, pre-post, interventional project was to (1) explore the 
pervasiveness of compassion fatigue and (2) promote self-care activities and evaluate the 
effectiveness of compassion fatigue education on reducing hospice nursing staffs’ compassion 
fatigue symptoms in a single hospice care unit. 
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CHAPTER 2: LITERATURE REVIEW 
 The goal of this literature review was to identify evidence regarding the relationship 
between compassion fatigue and education. After describing search methods, the review will 
discuss the study and sample characteristics, interventions, results, and provide an assessment of 
the evidence.  
Search Strategy 
 In researching prior compassion fatigue educational interventions, PubMed, Google 
Scholar, and CINAHL were used.  Search terms included “compassion fatigue” AND “nurs*” 
AND (“educat*” or “program*”).  Terms to identify CNA subjects included “compassion 
fatigue” AND (“certified nurs* assistant” or “nurs* assistant” or “nurs* aide” or “certified nurs* 
aide”).  Exclusion criteria included studies that were not in English, were published prior to 2013 
or lacked full-text availability.  No journal articles were found for the CNA population.  Seventy-
six articles on educational interventions for compassion fatigue were found but only eight met 
the inclusion criteria: one doctor of nursing practice (DNP) project and seven journal articles.   
Study and Sample Characteristics 
 This review includes eight studies published between 2013-2018. One study was 
conducted in Canada (Pfaff, Freeman-Gibb, Patrick, DiBiase, & Moretti, 2017), the remainder 
were conducted in the United States (Adimando, 2017; Flarity, Gentry, & Mesnikoff, 2013; 
Flarity, Nash, Jones, & Steinbruner, 2016; Potter, Deshields, Berger, Clarke, Olsen, & Chen, 
2013a; Potter, Deshields, & Rodriguez, 2013b; Weidlich & Ugarriza, 2015; Zehr, 2015).  All the 
studies were prospective, cohort studies (Adimando, 2017; Flarity et. al., 2013; Flarity et. al., 
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2016; Pfaff et. al., 2017; Potter et. al., 2013a; Potter et. al., 2013b; Weidlich & Ugarriza, 2015; 
Zehr, 2015).  All the studies were conducted in a hospital/medical center with variation in the 
sample population and type of unit: cancer centers, emergency departments, and a medical-
surgical unit.  Five studies sampled nurses only (Adimando, 2017; Flarity et. al., 2013; Flarity et. 
al., 2016; Potter et. al., 2013a; Zehr, 2015).  Conversely, three studies sampled nurses but also 
other populations such as medics, clerks, managers, physicians, and radiation therapists (Pfaff et. 
al., 2017; Potter et. al., 2013b; Weidlich & Ugarriza, 2015).  Sample sizes ranged from nine to 
389 participants (Adimando, 2017; Flarity et. al., 2013; Flarity et. al., 2016; Pfaff et. al., 2017; 
Potter et. al., 2013a; Potter et. al., 2013b; Weidlich & Ugarriza, 2015; Zehr, 2015).  The study 
duration for seven studies spanned from one to six months (Adimando, 2017; Flarity et. al., 
2013; Flarity et. al., 2016; Pfaff et. al., 2017; Potter et. al., 2013a; Weidlich & Ugarriza, 2015; 
Zehr, 2015).  The study by Potter et. al., 2013b, had two duration periods, approximately seven 
months (pilot) and 16 months (systematic implementation).  Two studies involved both 
quantitative and qualitative data collection methods (Adimando, 2017; Pfaff et. al., 2017) and six 
studies only used quantitative data collection methods (Flarity et. al., 2013; Flarity et. al., 2016; 
Potter et. al., 2013a; Potter et. al., 2013b; Weidlich & Ugarriza, 2015; Zehr, 2015). 
Educational Interventions 
 Educational interventions varied in delivery, length, participant involvement, and follow-
up.  All educational material contained content about compassion fatigue, and included signs and 
symptoms, prevention, self-care, and resiliency (Adimando, 2017; Flarity et. al., 2013; Flarity et. 
al., 2016; Pfaff et. al., 2017; Potter et. al., 2013a; Potter et. al., 2013b; Weidlich & Ugarriza, 
2015; Zehr, 2015).  Delivery methods consisted of PowerPoint presentations, interactive 
discussion formats, and video/slide combinations (Adimando, 2017; Flarity et. al., 2013; Flarity 
et. al., 2016; Potter et. al., 2013a; Potter et. al., 2013b; Weidlich & Ugarriza, 2015; Zehr, 2015).  
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One study failed to describe their educational delivery method (Pfaff et. al., 2017).  In five 
studies, participants attended a single compassion fatigue education class (Adimando, 2017; 
Flarity et. al., 2013; Flarity et. al., 2016; Weidlich & Ugarriza, 2015; Zehr, 2015). Two studies 
implemented their educational class over a course of three to six sessions (Pfaff et. al., 2017; 
Potter et. al., 2013a).  Potter, et. al., (2013b) was unique in that the authors first conducted a five-
week run-in period where they offered four 90-minute sessions and a four-hour retreat off-site, 
followed by a systemic implementation with a single eight-hour class.  No studies used online 
delivery. Most educational classes were interactive involving group discussion (Weidlich & 
Ugarriza, 2015; Flarity et. al., 2013; Flarity et. al., 2016; Adimando, 2017), meditation 
(Adimando, 2017), breathing exercises (Adimando, 2017), and multimedia resources and 
handouts (Flarity et. al., 2013; Flarity et. al., 2016).  
Multiple measurement tools were used to assess the effectiveness of the intervention.  
The Professional Quality of Life Tool Version 5 (ProQOL-5) was used in five studies (Flarity et. 
al., 2013; Flarity et. al., 2016; Pfaff et. al., 2017; Weidlich & Ugarriza, 2015; Zehr, 2015) and 
two used ProQOL Version 4 (ProQOL-4) (Potter et. al., 2013a; Potter et. al., 2013b).  Other 
measurement tools consisted of the Index of Clinical Stress (ICS) (Pfaff et. al., 2017), Silencing 
Response Scale (SRS) (Pfaff et. al., 2017), Maslach Burnout Inventory-Human Services Survey 
(MBI) (Potter et. al., 2013a; Potter et. al., 2013b), Connor-Davidson Resilience Scale (CD-RISC) 
(Weidlich & Ugarriza, 2015), Impact of Event Scale-Revised (IES-R) (Potter et. al., 2013a; 
Potter et. al., 2013b), Ways of Coping Questionnaire (WCQ) (Weidlich & Ugarriza, 2015), and 
the Nursing Job Satisfaction Scale (Potter et. al., 2013a; Potter et. al., 2013b).  Pre-intervention 
data were collected in all the studies (Adimando, 2017; Flarity et. al., 2013; Flarity et. al., 2016; 
Pfaff et. al., 2017; Potter et. al., 2013a; Potter et. al., 2013b; Weidlich & Ugarriza, 2015; Zehr, 
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2015).  Post-intervention follow-up data was collected over various time periods ranging from 
immediately after class, one month, three months, and six months (Adimando, 2017; Flarity et. 
al., 2013; Flarity et. al., 2016; Pfaff et. al., 2017; Potter et. al., 2013a; Potter et. al., 2013b; 
Weidlich & Ugarriza, 2015; Zehr).  
Results 
 The evidence supports that education has a significant impact on reducing compassion 
fatigue and improving self-care (Adimando, 2017; Flarity et. al., 2013; Flarity et. al., 2016; Pfaff 
et. al., 2017; Potter et. al., 2013a; Potter et. al., 2013b; Weidlich & Ugarriza, 2015; Zehr, 2015).  
Results in seven of the eight studies were either statistically significant and/or clinically 
significant (Adimando, 2017; Flarity et. al., 2013; Flarity et. al., 2016; Pfaff et. al., 2017; Potter 
et. al., 2013a; Potter et. al., 2013b; Weidlich & Ugarriza, 2015).  Clinical significance in this 
study was defined as the real-world impact/importance a treatment effect had despite the lack of 
statistical data due to various factors like low sample size.  Despite the statistically insignificant 
results found by Zehr (2015), a decrease in compassion fatigue scores was noted over the three-
month post-intervention period, this result demonstrates the positive effect of the educational 
intervention. The qualitative data collected by Adimando (2017) and Pfaff, et. al. (2017) 
demonstrated increased knowledge about compassion fatigue, ability to recognize the signs and 
symptoms of compassion fatigue, and self-care techniques to manage and alleviate symptoms.  
Weidlich & Ugarriza (2015) were able to show statistically significant paired-sample t-test 
results of decreased burnout levels post implementation of their Care Provider Support Program.  
Despite not all the studies having statistical significance, seven out of eight studies still 
demonstrated that educational interventions had a positive outcome of reducing compassion 
fatigue and improving self-care.   
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Assessment of the Evidence 
 Based on Melnyk & Fineout-Overholt’s (2015) levels of evidence (Table 1), six studies 
are Level IV (Flarity et. al., 2013; Flarity et. al., 2016; Pfaff et. al., 2017; Potter et. al., 2013a; 
Potter et. al., 2013b; Weidlich & Ugarriza, 2015), one prospective cohort study with 
qualitative/descriptive data is a Level V (Adimando, 2017), and one DNP dissertation is a Level 
VII (Zehr, 2015).   
Table 1. Rating System for the Hierarchy of Evidence  
 
Strengths of the studies reviewed include reproducibility and applicability in other 
settings (Adimando, 2017; Flarity et. al., 2013; Flarity et. al., 2016; Pfaff et. al., 2017; Potter et. 
al., 2013a; Potter et. al., 2013b; Weidlich & Ugarriza, 2015; Zehr, 2015), use of theoretical 
framework and model (Zehr, 2015), use of qualitative and quantitative data (Adimando, 2017; 
Pfaff et. al., 2017), and nursing population inclusion (Flarity et. al., 2016).  Weaknesses of the 
studies reviewed include small sample sizes (Flarity et. al., 2016; Pfaff et. al., 2017; Potter et. al., 
2013a; Potter et. al., 2013b; Weidlich & Ugarriza, 2015; Zehr, 2015), poor participation in post-
intervention data collection (Adimando, 2017; Flarity et. al., 2013; Flarity et. al., 2016; Pfaff et. 
al., 2017; Potter et. al., 2013a; Potter et. al., 2013b; Weidlich & Ugarriza, 2015; Zehr, 2015), 
short intervention and/or overall study duration (Adimando, 2017; Flarity et. al., 2013; Flarity et. 
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al., 2016; Potter et. al., 2013a; Potter et. al., 2013b; Zehr, 2015), and extenuating factors that 
could affect individual scores, such as hiring freezes, furloughs, new charting changes, increased 
codes, and flu season (Weidlich & Ugarriza, 2015; Zehr, 2015).  Based on this review of the 
literature, the project included an extended assessment period covering three time points, used 
extensive recruitment strategies promote participation, and used a theory to guide 
implementation.   
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CHAPTER 3: THEORY OF THE INTERVENTION 
 Knowles’ Adult Learning Theory (i.e. Andragogy) guided the implementation of this 
DNP project.  There are six principles of adult learning: learner’s need to know, self-concept, 
prior experiences of the learner, readiness to learn, orientation to learning, and motivation to 
learn (Knowles, Holton, & Swanson, 2015). Learning opportunities built upon maximizing each 
of the six principles are associated with better learner outcomes (Knowles, Holton, & Swanson, 
2015) and guided the development of the project intervention.   
Adult Learning Theory-Andragogy 
 The word “andragogy” is derived from the Greek word “aner” meaning man (as 
distinguished from boy) (Knowles, 1978) and was used as early as 1833 in Germany by 
Alexander Kapp (Knowles, 1978; The Adult Learning Theory - Andragogy - Infographic - e-
Learning Infographics, n.d.).  Knowles promoted the concept of andragogy (“the art and science 
of helping adults learn”), contrasting it with pedagogy (“the art and science of teaching 
children”), (U.S. Department of Education, Office of Vocational and Adult Education (OVAE), 
T. C. S., 2011, pg. 1).  Knowles, dubbed the father of andragogy in the United States, was an 
American educator and one of the world’s foremost scholar-practitioners of adult learning 
(Knowles et al., 2015).  In 1990, Knowles finalized his principles of andragogy:   
• Learner’s Need to Know 
The goal of the first principle, the learner’s need to know, is to make the learner aware of 
the benefits of learning and to promote investment into learning.  This principle emphasizes that 
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educators need to inform adults why they need to learn the content, how they will benefit from it, 
and what the possible negative consequences of not learning it could be (Knowles et al., 2015).   
• Self-Concept of the Learner 
 The second principle, self-concept of the learner, focuses on educators’ awareness that 
adults want to be in charge of their decisions and are capable of self-direction, otherwise, adults 
become resistant (Knowles et al., 2015). 
• Learners’ Experiences 
 The third principle, the role of the learners’ experiences, emphasizes that people have a 
great number and variety of experiences as they age; therefore, it is the educator's responsibility 
to use experiential techniques to help adults learn by tapping into their experiences (Knowles et 
al., 2015).   
• Readiness to Learn 
 The fourth principle, readiness to learn, notes that adults become ready to learn and take 
action when they have a need in the immediate future (Knowles et al., 2015).  Readiness to learn 
is facilitated easily if moving between developmental stages (Knowles et. al., 2015).  An 
example of this would be a pregnant woman learning basic baby care skills to prepare her for 
motherhood.   
• Orientation to Learning 
 The fifth principle, orientation to learning, centers on the fact that adults are motivated to 
learn content that is problem-centered, task-centered, or life-centered (Knowles et al., 2015).  
Additionally, presenting the material in examples based on real-life situations helps adults learn 
effectively (Knowles et al., 2015).    
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• Motivation to Learn 
 The sixth principle, motivation, reminds educators that adults are most motivated by 
internal pressures like self-esteem, quality of life, and increased job satisfaction; however, 
motivation can be deterred by things like time constraints, negative self-concept as a student, and 
programs that ignore adult learning principle (Knowles et al., 2015).  
Application to DNP Project 
 In applying Knowles Adult Learning Theory-Andragogy to this project, the project 
leader:   
• Educated the nursing staff on why they need to learn about compassion fatigue.  This 
“need to know” was applied at short informational sessions during the shift change and 
flyers advertising on the unit.  
• Reviewed the educational information on compassion fatigue and chose what is best for 
the participant’s self-concept.  After assessing various educational material, the project 
leader chose Nurse.com’s compassion fatigue continuing education course because it was 
self-directed and provided participant autonomy.  Participants were able to access the 
content at their convenience, whether at home or work. 
• Connected with the learners’ past life experiences.  Nursing staff on the hospice unit are 
competent with multimedia due to the fact that charting is all electronic and various 
educational competencies are done online exclusively; thus, the online course fits well 
with the skills and knowledge of the population.  The content has two case studies that 
are nursing focused and are applicable to the population.   
• Applied the fourth and fifth principle, readiness to learn and orientation to learning, by 
emphasizing the association between compassion fatigue education and improved staff 
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outcomes.  Emphasis on how the content will help them cope with their current work 
environment may encourage their readiness and participation in the project.   
• To achieve the sixth principle, motivation, the project leader focused on internal 
pressures and how the educational course can possibly improve their quality of life and 
job satisfaction.    
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CHAPTER 4: METHODS 
Project Design 
 The project took place in the hospice unit at the Durham Veteran Affairs Medical Center 
(DVAMC).  The DVAMC is an urban, 251-bed tertiary care facility.  The facility has one 
hospice unit that consists of ten beds with a staff of 12 nurses and five CNAs.  The recruitment 
process involved informing staff about the purpose, need, and goal of the project during short 
informational face to face sessions during shift change and through advertisement flyers posted 
on the unit.  Project participants completed the ProQOL-5 (Appendix A), a demographics 
questionnaire (Appendix C), and a self-care habits survey (Appendix D) prior to the intervention 
(Baseline).  The ProQOL-5 provides a baseline measurement of the prevalence of compassion 
fatigue among the hospice staff.  Project participants received an email with username and 
password to access the continuing education class provided by Nurse.com.  The class could be 
taken at any time that was convenient, at work or at home.  The ProQOL-5 and the same self-
care habits survey served as the post-intervention assessment and were collected at 30- (Time 1) 
and 60-days (Time 2) post-intervention.  To ensure privacy and to link data across time points, 
participants were asked to create a code from three questions: first and last initial of mother’s 
name, number of siblings, and year of birth.  They were instructed to use this code on all 
documentation.   
Intervention 
 Participants accessed Compassion Fatigue: Don’t Forget to Care for Yourself When 
Caring for Others by Connie Vogel via Nurse.com (Vogel, 2013) (Appendix B).  The objective 
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of the course was to provide education on identifying, preventing, and managing compassion 
fatigue using real-world examples.  Key aspects included: (1) differentiating between burnout 
and compassion fatigue; (2) describing the physical, psychosocial, and work-related signs and 
symptoms of compassion fatigue; and (3) exploring the Acknowledge, Recognize, Turn (ART) 
framework for self-evaluating feelings.   
Measurement  
Professional Quality of Life  
To measured professional quality of life, project participants completed the ProQOL-5, a 
30-item questionnaire that assesses compassion satisfaction and compassion fatigue with 
associated burnout and secondary traumatic stress (Appendix A).  According to Stamm (2010), 
the PROQOL-5 has good construct validity with more than 200 published articles and a reported 
Cronbach alpha ranging from .84 to .90 (ProQOL Measure, n.d.).  A score of less than 40 on 
compassion satisfaction may indicate poor job satisfaction (Stamm, 2010).  A score greater than 
57 on burnout and secondary traumatic stress may reflect difficulties in the work environment 
potentially resulting in compassion fatigue (Stamm, 2010). These data were collected pre- and 
post-intervention. The Concise ProQOL manual by Stamm (2010) served as a framework for the 
data analysis of the participant's scores.  Participants were their own control.  Pre- and post-test 
scores were compared.   
Demographic Data 
Participant demographic data were collected pre-intervention to describe the project 
population (Appendix C). The demographic questionnaire, created by the project leader, includes 
characteristics of the sample population, such as age, gender, the highest level of education 
achieved, years in practice, years in hospice, work shift, and whether they work full-time or part-
time, to assess if any characteristic would impact the results of the study. 
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Use of Self-Care Habits 
To determine if and the degree to which project participants used self-care habits 
described in the education module, participants completed a pre- and post-intervention survey 
(Appendix D). This quantitative survey, created by the project leader, assessed changes in self-
care habits since performing the intervention.  Habits assessed included self-care activities such 
as exercising, eating habits, sleep, and meditation. Data was entered into a spreadsheet.  
Information collected was compared to determine changes in self-care habits following the 
educational intervention. All questionnaires were distributed to the unit and a drop box was made 
available for staff to submit at their convenience.   
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CHAPTER 5: RESULTS 
Participants Demographics 
 A total of three hospice nursing staff out of seventeen participated in the study (18%).  
Two participants were nurses and one was a CNA.  Detailed demographic data is available in 
Table 2.   
 
Table 2. Demographics 







JP21967 CNA II 11-20 yrs. full 1-5 yrs. Day 
MA11978 
Associates 
and Bachelors 1-5 yrs. full 1-5 yrs. Day 
ET51964 Associates 11-20 yrs. full 11-20 yrs. Evening 
 
ProQOL-5 
 ProQOL-5 surveys were scored by the project leader by hand (Table 3) and the data was 
then entered into a Microsoft Excel spreadsheet.  The scores were analyzed by the project leader.  
Two participants (JP21967 and MA11978) returned their surveys by the end of each weekly 
collection deadline.  Participant ET51964 did not respond to post-intervention surveys. Each 
participant served as their own control.  All participants accessed the online content.    
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Low < 22 < 22 < 22 
Average 23-41 23-41 23-41 
High > 42 > 42 > 42 
 
Participant JP21967 showed average compassion satisfaction (Table 3), despite a 7.32% 
decrease (41 to 38) in scores at baseline and Time 1; however, by Time 2, their compassion 
satisfaction rose to the high level which is a 7.32% increase (41 to 44) from their baseline.  
JP21967’s burnout score increased by 4.17% (24 to 25) at Time 1 but then drastically decreased 
24% (25 to 19) by the Time 2, with a total decrease in burnout of 20.83% (24 to 19) from 
baseline.  Additionally, JP21967’s secondary trauma level decreased at each time period, to be 
the lowest at Time 2 (decreased 20.69%; 29 to 23).  Evaluating all the factors of compassion 
fatigue, JP21967’s compassion fatigue decreased at each time period.   
 
Table 4. JP21967 Results 




Satisfaction 41 -7.32% 38 15.79% 44 7.32% 
Burnout 24 4.17% 25 -24% 19 -20.83% 
Secondary 
Trauma 29 -14% 25 -8% 23 -20.69% 
 
Participant MA11978’s compassion satisfaction showed no changes between baseline 
and Time 1; however, at Time 2, it decreased 11.36% (44 to 39) from high category to average 
category (Table 3).  The burnout scores stayed in the low category at all assessment periods; 
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however, their overall score increased by 5% (20 to 21).  MA11978’s secondary trauma scores 
were in the low category (22 to 21) at baseline and Time 1; however, they increased by 13.64% 
(22 to 25) by Time 2 to be in the average category.  Overall, their compassion fatigue increased 
over the course of the study.   
 
Table 5. MA11978 Results 




Satisfaction 44 0% 44 -11.36% 39 -11.36% 
Burnout 20 -5% 19 10.53% 21 5% 
Secondary 
Trauma 22 -4.55% 21 19.05% 25 13.64% 
 
Participant ET51964 showed average compassion satisfaction (36), burnout (28), and 
secondary trauma (26) at the baseline assessment period.  Unfortunately, they did not participate 
in any other time period, so no comparison could be made.   
Self-Care Survey 
At the baseline assessment period, participant JP21967 indicated that in the month prior, 
they practiced mindfulness weekly, meditation three or more times a week, and tried to improve 
eating habits and get more than eight hours of sleep more than twice weekly.  At Time 1, 
JP21967 no longer practiced mindfulness.  They did continue to meditate three or more times a 
week and they increased their efforts in improving eating habits and trying to get more than eight 
hours of sleep from twice weekly to three or more times a week.  They continued the same self-
care habits and frequency at Time 2 as they did in Time 1. 
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Participant MA11978 practiced mindfulness three or more times a week, one week of 
vacation twice in the month, tried to improve eating habits and tried to get more than eight hours 
of sleep three or more times a week, and wrote-in exercise three or more times a week, at the 
baseline assessment period.  At Time 1, they only practiced self-care in improving eating habits 
three or more times a week and tried to get more than eight hours of sleep weekly.  By Time 2, 
the only self-care they performed was improving eating habits and trying to get more than eight 
hours of sleep weekly.   
Participant ET51964 practiced mindfulness weekly, vacation once in the past month, and 
tried to improve eating habits once in the past month, at the baseline assessment period. 
 
 
























































































































CHAPTER 6: DISCUSSION 
Compassion fatigue is a problem in the nursing profession (Duarte & Pinto-Gouveia, 
2017).  There are many internal and external consequences of compassion fatigue, as well as, 
increased nursing staff turnover due to job dissatisfaction with some leaving the nursing 
profession entirely (Boyle, 2015).  The purpose of this preliminary, pre-post, interventional 
project was to (1) explore the pervasiveness of compassion fatigue and (2) promote self-care 
activities and evaluate the effectiveness of compassion fatigue education on reducing hospice 
nursing staffs’ compassion fatigue symptoms in a single hospice care unit.  Participants recruited 
from a single VA hospice unit participated in an online compassion fatigue education 
presentation and completed assessments of compassion fatigue and self-care activities at three 
time points to assess the effect of the education intervention.   Although only three hospice staff 
members participated in the study, an important finding of this study was that despite participant 
JP21967 no longer practicing mindfulness, the participant did improve the frequency of other 
self-care habits over the course of the study, which correlates to reduced compassion fatigue over 
the course of the study.  Additionally, the participant’s MA11978 self-care habits decreased over 
the course of the study, which aligns with their increase in compassion fatigue over the course of 
the study.  Although it is not possible to draw conclusions from such a small sample, the findings 
do suggest a need for further investigation. This project is significant because it may better 
inform implementation of compassion fatigue interventions.  Since compassion fatigue is 
historically under-recognized, understudied, and undertreated (Boyle, 2015), further research is 
beneficial.   
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In examining the opposite outcomes between JP21967 and MA11978 the only factor 
appears to be the difference between participant engagement in self-care activities. although only 
two members of the unit participated in the entire study, these findings suggest that the degree to 
which people engage in self-care may lessen compassion fatigue.  A study by Sansó et. al., 
(2015), also demonstrated that with increased awareness it led their participants to use protective 
self-care practices that counteracted work-related caregiving stress.   
Although the project leader thought the application of Knowles Adult Learning Theory-
Andragogy was a good choice to guide this project, perhaps it was not a good fit for the study 
population.  In implementing Knowles first, fourth, fifth, and sixth principle (Learner’s Need to 
Know, Readiness to Learn, Orientation to Learning, & Motivation), the project leader conducted 
short informational sessions during shift change and provided staff with a handout and posted 
flyers around the unit. The content contained the purpose, need, goal of the project, and the 
association between compassion fatigue education and improving staff outcomes like job 
satisfaction and quality of life.  This approach may have not worked because perhaps it was too 
short to get staff interested, or because the individuals did not perceive they experienced 
compassion fatigue or thought it was a problem.  Additionally, no incentives were offered due to 
a potential HIPAA violation.  Future studies should consider conducting baseline ProQOL-5 
assessments and allowing staff to self-score their results. Observing their results may help staff 
become more aware of their compassion fatigue and may serve as a motivator to participate in 
education interventions designed to reduce compassion fatigue. For longitudinal studies, 
participants may benefit from receiving their ongoing compassion fatigue scores. Observing 
changes may serve as a motivator for participating in self-care activities.  This would be 
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beneficial because depending on the scores, participants may be more likely to practice more 
self-care if their scores show signs of compassion fatigue.   
In implementing Knowles second and third principle (Self-Concept of the Learner & 
Learner’s Experience), the project leader chose an online educational module because it was self-
directed, provided participants autonomy and convenience. Study participants were already 
accustomed to online modules from other DVAMC competencies, and familiar with case studies 
that were in the educational module.  This educational format may not have been ideal if staff do 
not prefer an online education delivery method. Rather, staff may prefer face-to-face 
class/classes, but this preference was not assessed.  Additionally, the surveys and intervention 
had to be done on the staff’s own time when they were not at work.  It is feasible that staff did 
not perceive the study as important because it was not supported by the hospital to be allowed to 
be completed during work time.  Future studies should consider dedicating work time to 
complete study activities during or hold in-person class/classes to discuss compassion fatigue.  
The next steps for other projects would be to thoroughly assess their implementation strategies 
and to see if those strategies are truly a good fit for the study population.   
The study was successful in capturing compassion fatigue in the staff that fully 
participated in all aspects of the study.  However, the project did not assess participants 
perceptions about the effectiveness and appropriateness of assessment instruments and 
educational content. Future studies should consider evaluating participants thoughts on the 
education content and its influence; assessment tools, collection method, accessibility, and any 
recommended changes or thoughts.   
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CHAPTER 7: LIMITATIONS 
The biggest limitation of this study was the low participation among hospice nursing 
staff.  With only two participants that fully completed the intervention and opposite results, the 
value of this intervention on impacting compassion fatigue is unclear.   
It is unclear from this project if participants lack of engagement stems from: 
• Lack of perceived compassion fatigue 
• A belief that compassion fatigue is not a problem 
• Lack of continuing education award for participation 
• Preference in different education delivery method instead of online content 
• A belief that compassion fatigue education is ineffective 
Each of these potential barriers warrants further investigation.  One of the primary outcome goals 
is that the results of this study will encourage the executive staff at the DVAMC to implement a 
mandatory annual competency on compassion fatigue to improve the well-being of staff and 
decrease nursing staff turnover.  
In comparison to this project, six of the eight studies discussed in the literature review 
also had small sample sizes ranging from seven to 85 (Flarity et. al., 2016; Pfaff et. al., 2017; 
Potter et. al., 2013a; Potter et. al., 2013b; Weidlich & Ugarriza, 2015; Zehr, 2015).  Additionally, 
four of the studies reported low post-intervention survey return rates ranging from 22% to 47.1% 
(Adimando, 2017; Pfaff et. al., 2017; Potter et. al., 2013b; & Weidlich & Ugarriza, 2015).  The 
study by Zehr (2015) recommends future studies provide incentives as a way to promote 
participation.  The study with the highest completion rate (92.9%) was by Potter et. al. (2013a).  
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In this study, the participants completed the surveys at the end of each class versus other studies 
had participants send in surveys at later times.  Although Potter and colleagues (2013a) had the 
highest completion rate, the authors decided to condense the educational content from five 
classes to one eight-hour class to improve participation.  Moreover, the intervention was easy to 
conduct and could be improved and implemented in all inpatient areas of the hospital, where 
staff are also susceptible to compassion fatigue resulting from high care burden or when 
delivering end-of-life care (Potter, et al., 2013a). The success of face to face educational 




CHAPTER 8: IMPLICATIONS 
The literature states that compassion fatigue is an issue; further assessment by the 
hospital is needed.  If compassion fatigue is an issue, requiring annual mandatory education may 
be appropriate.  The sustainability of this project varies depending on how the 
hospital/organization implements it.  One avenue is for the hospital/organization to pay for 
access to the educational content on Nurse.com. Payment would allow the hospital to use 
educational content indefinitely and would provide continuing education credit as an incentive 
for nurse participation.  Once the hospital has access to the content, the organization can make it 
annual competency that is required by all nursing staff. Another option would be for an 
employee of the facility to create educational content that can become an online education 
competency. This might take the form of a PowerPoint presentation with a knowledge 
acquisition quiz at the end. However, the key is for the hospital/organization to make it a yearly 
competency required to be completed by all nursing staff.  Because of the low engagement in 
this project, using online content (whether purchased or created) should be approached with 
caution. Staff engagement may not occur if the hospital does not make participation mandatory.   
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CHAPTER 9: CONCLUSION 
Although the purpose of this study was to reduce compassion fatigue among hospice 
nurses in a single unit, context related barriers may have influenced participation.  Further 
research is needed in the area of compassion fatigue not only for the sake of nurses but also for 
the sake of healthcare systems.  Additionally, projects targeted towards improving work 
experiences must also account for the delivery of self-care, learning needs, the perception of 
benefits, and program evaluation.  Nurses cannot continue to focus on others without first taking 
care of themselves.  Healthcare administers cannot expect patients to get the best care without 




APPENDIX A: PROFESSIONAL QUALITY OF LIFE SCALE (PROQOL) 
Professional Quality of Life Scale (ProQOL) 
Compassion Satisfaction and Compassion Fatigue 
(ProQOL) Version 5 (2009) 
 
When you [help] people you have direct contact with their lives. As you may have found, your 
compassion for those you [help] can affect you in positive and negative ways. Below are some questions 
about your experiences, both positive and negative, as a [helper]. Consider each of the following 
questions about you and your current work situation. Select the number that honestly reflects how 
frequently you experienced these things in the last 30 days. 
 
1=Never 2=Rarely 3=Sometimes 4=Often 5=Very Often 
 
_____ 1. I am happy. 
_____ 2. I am preoccupied with more than one person I [help]. 
_____ 3. I get satisfaction from being able to [help] people. 
_____ 4. I feel connected to others. 
_____ 5. I jump or am startled by unexpected sounds. 
_____ 6. I feel invigorated after working with those I [help]. 
_____ 7. I find it difficult to separate my personal life from my life as a [helper]. 
_____ 8. I am not as productive at work because I am losing sleep over traumatic experiences of 
a person I [help]. 
_____ 9. I think that I might have been affected by the traumatic stress of those I [help]. 
_____ 10. I feel trapped by my job as a [helper]. 
_____ 11. Because of my [helping], I have felt "on edge" about various things. 
_____ 12. I like my work as a [helper]. 
_____ 13. I feel depressed because of the traumatic experiences of the people I [help]. 
_____ 14. I feel as though I am experiencing the trauma of someone I have [helped]. 
_____ 15. I have beliefs that sustain me. 
_____ 16. I am pleased with how I am able to keep up with [helping] techniques and protocols. 
_____ 17. I am the person I always wanted to be. 
_____ 18. My work makes me feel satisfied. 
_____ 19. I feel worn out because of my work as a [helper]. 
_____ 20. I have happy thoughts and feelings about those I [help] and how I could help them. 
_____ 21. I feel overwhelmed because my case [work] load seems endless. 
_____ 22. I believe I can make a difference through my work. 
_____ 23. I avoid certain activities or situations because they remind me of frightening experiences 
   of the people I [help]. 
_____ 24. I am proud of what I can do to [help]. 
_____ 25. As a result of my [helping], I have intrusive, frightening thoughts. 
_____ 26. I feel "bogged down" by the system. 
_____ 27. I have thoughts that I am a "success" as a [helper]. 
_____ 28. I can't recall important parts of my work with trauma victims. 
_____ 29. I am a very caring person. 
_____ 30. I am happy that I chose to do this work. 
 
© B. Hudnall Stamm, 2009. Professional Quality of Life: Compassion Satisfaction and Fatigue Version 5 (ProQOL). 
/www.isu.edu/~bhstamm or www.proqol.org. This test may be freely copied as long as (a) author is credited, (b) no changes are 




APPENDIX B: COMPASSION FATIGUE CONTINUING EDUCATION COURSE1 
Subject categories: Prof. dev., management, Magnet, Psych 
Keywords 
compassion fatigue, secondary traumatic stress, double-duty caregiving 
 
CE692C 
Compassion Fatigue: Don't Forget to Care for Yourself When Caring for Others 
By Connie Vogel, PhD, RN, CNS-BC, CNE 
 
Abstract and Needs Assessment 
Compassion fatigue occurs when a caregiver experiences what experts call “secondary traumatic 
stress” in reaction to caring for those who are themselves suffering from traumatic events. 
Although caregivers don’t actually experience the event (as is the case with post-traumatic stress 
disorder), they experience the event emotionally by caring for the patient. CF has become more 
widely recognized as a problem that many nurses face. In a study of critical care nurses CF was 
found to be associated with a number of factors and to be related to age of  the nurse and 
organizational factors such as management changes. CF creates physical and emotional distress, 
but it’s not just a personal issue — it’s a patient safety issue as well. Research has shown that CF 
may increase the risk of medical errors. This module will help nurses prevent, identify, and 
manage compassion fatigue. 
 
Figley C. Compassion Fatigue: Coping with Secondary Traumatic Stress Disorder in Those Who 
Treat the Traumatized. New York, NY: Taylor & Francis Group; 1995. 
 
Sacco TL, Ciurzynski SM, Harvey ME, Ingersoll G. Compassion satisfaction and compassion 
fatigue among critical care nurses. Crit Care Nurse.2015:35(4):32-42. doi: 10.4037/ccn2015392. 
 
Gap Analysis 
Compassion fatigue may cause physical and emotional distress for nurses and affect the quality 
of their care. Nurses and their managers need to be informed about CF so they can prevent or 
manage it. This module will help to create awareness and inform them about the signs and 
symptoms of CF. 
 
Justification: 
Compassion fatigue may cause physical and emotional distress for nurses and affect the quality 
of their care. Nurses and their managers need to be informed about CF so they can prevent or 
manage it. 
 
Goal and Objectives 
The goal of this program is to help nurses prevent, identify, and manage compassion fatigue. 
After studying the information presented here, you will be able to: 
• Identify three signs and symptoms of compassion fatigue 
• Explain two ways to manage compassion fatigue 
                                                 
1 Note. From “Compassion Fatigue: Don't Forget to Care for Yourself When Caring for Others,” by C. Vogel, 2013.  
Copyright 2013 by Nurse.com. Reprinted with permission 
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• Describe three strategies for preventing compassion fatigue 
 
Jennifer is a 45-year-old nurse in the progressive care unit at a large urban hospital. She has worked as a nurse for more 
than 20 years, the past five in her current unit. Jennifer has been caring for Mr. Bellows for the past three days. Mr. 
Bellows, who transferred to her unit from the ICU, was admitted with an anterior-wall myocardial infarction. He has 
diabetes mellitus and with this admission was diagnosed with stage 4 lung cancer. Mr. Bellows, who is 88 years old and a 
widower, doesn’t want treatment for his cancer. “I just want to get well enough to go home,” he says. His son and 
daughter strongly disagree. They argue with him at every visit, often with Jennifer in the room. She requested that Mr. 
Bellows’ physician order a psychiatric consult, which he did, and Jennifer also arranged for pastoral care to visit Mr. 
Bellows and his family. Despite the interventions, tension remains. Jennifer believes Mr. Bellows has a right to make his 
own decision and resents his family’s interference. This is the fourth time in the past month that she had been caring for a 
patient with emotional family issues.  
 
On her way to work today, Jennifer found herself dreading her shift. She realized that for a few weeks she has been more 
tired than usual, has had a persistent headache, and has felt irritable with friends, family, and coworkers. She hasn’t 
spent as much time with her friends lately, claiming she’s too tired, and she has stopped going to the gym. When she 
arrives at work and learns she is once again assigned to Mr. Bellows, she starts to cry. Her manager is alarmed and takes 
her into his office to talk. 
 
Jennifer may be experiencing compassion fatigue, which occurs when a caregiver experiences 
what experts call “secondary traumatic stress” in reaction to caring for those who are themselves 
suffering from traumatic events.1 Although Jennifer isn’t actually experiencing the event (as is 
the case with post-traumatic stress disorder), she is experiencing the event emotionally by caring 
for the patient. CF refers to the deep emotional and physical exhaustion that nurses and other 




CF has become more widely recognized as a problem many nurses face In a study of compassion 
satisfaction and compassion fatigue among critical nurses, there was variation among age groups 
and unit organization factors; with the highest levels of CF among nurses ages 40 to 49.3 (Level B) 
A systematic review of more than 30 studies of ICU personnel found varying rates of CF and 
burnout. It is clear that ICU staff have a significant risk of emotional distress in the high-stress 
environment.4 The reported prevalence of CF varies in healthcare settings, which is likely due to 
the use of different measurements in studies.4 (Level B) Oncology nurses are also susceptible to CF; 
this has been found most true in nurses with more years of experience and a passive coping 
style.5 (Level B) CF creates physical and emotional distress, but it’s not just a personal issue — it’s 
also a patient safety issue because nurses experiencing CF may be more prone to errors.6 CF 
even has a financial impact because those suffering from it may be less productive and have a 
poor attitude, arrive late, or call in sick more often.6 Nurses experiencing CF may be less 
engaged in the care they are providing, affecting on patient satisfaction.4,7 Evidence shows that 
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when nurses experience CF, patient satisfaction reports are lower.7 This is relevant in today’s 
healthcare environment, in which patient satisfaction scores may be tied to reimbursement. 
 
This module takes a closer look at CF, including signs and symptoms, management, and 
prevention. 
 
Caring Too Much 
 
Nurses who feel supported by their organization and have traits of openness and 
conscientiousness are more likely to experience compassion satisfaction and have a positive 
professional quality of life.4,5 A contributor to a negative professional quality of life can be CF, 
which creates physical and emotional distress. CF is a term typically reserved for use with 
professionals, as opposed to caregiver stress syndrome, which applies to those taking care of 
friends or family. Although many healthcare providers can suffer from CF, including physicians, 
counselors, and social workers, this module focuses on nurses.   
 
Several definitions of CF exist, including that of a combination of physical, emotional, and 
spiritual depletion experienced by some healthcare personnel after caring for patients with 
significant emotional pain and physical distress.1 It has been more recently defined as “a loss of 
satisfaction that comes from doing one’s job well or job-related distress that outweighs job 
satisfaction.8 This may involve specific distress from traumatic or challenging situations as 
Jennifer, the nurse in the introductory example, is experiencing. The latter definition may be 
most useful because it could include some of the many challenging ethical issues that arise in 
today’s healthcare settings. CF is most likely to occur when nurses do not care for themselves 
while continuing to extend themselves in their work environment. 
 
Nurses are particularly vulnerable because of heavy workloads and the amount and intensity of 
time spent with patients. The close contact with patients and families in difficult situations 
combined with the empathy that is a basic aspect of nursing can be overwhelming. If not 
balanced with a perspective on the nursing role that includes self-compassion and quality in 
one’s professional life, CF and burnout can be the result.9 
 
It is important to note that CF is not the same as burnout, although the two may contribute to 
each other.  
 
Comparing Compassion Fatigue and Burnout7,10,11 (Level B) 
CF differs from burnout, although the two may contribute to each other. 
Burnout is a reaction to the work environment and its stressors, such as 
dissatisfaction with workload or working conditions. On the other hand, 
CF is a reaction to relationships — caring for someone who is suffering 
and the issues that can arise in clinical practice. CF arises from a 
caretaking response and a feeling of being unsuccessful. Burnout arises 




Although the two can occur in the same person, it’s wise to keep in mind 
that you can work on a wonderful nursing unit and still suffer from CF. 
 
Nurses who experience burnout tend to withdraw, but nurses suffering 
from CF tend to stay engaged with the patient, continuing to try to 
“give” more. The continued effort will also likely result in more 
emotional and physical fatigue. 
 
These differences are summarized below: 
BURNOUT COMPASSION FATIGUE 
• Work-setting focused 
• Develops slowly 
• Causes person to 
become dispassionate 
• Results in goals not 
being achieved 
• Evokes cynicism  
• Leads to physical 
exhaustion 
• Relationship (patient or family) 
focused 
• May occur more suddenly in response 
to a distressing experience 
• Causes emotional distress, anxiety, 
and irritability 
• Results in an unwillingness to work 
with some patients 
Other professions outside of healthcare may experience burnout and 
signs of CF. 
 
At Risk for CF 
 
Risk factors for CF include working eight-hour shifts as opposed to 12-hour shifts, working in 
high-stress environments, and having more nursing experience.3,5 Studies in different areas of 
nursing have shown varying results regarding what groups are most affected by CF. Some 
studies identify critical care nurses, pediatric nurses, trauma nurses, and nurses in the ED as 





Other studies report significant levels of CF among nurses caring for the terminally ill on 
oncology units and those doing palliative care nursing.10,13 CF and secondary traumatization are 
not limited to nurses engaged in physical care; they are also found among mental health nurses, 
particularly among those working in front-line psychiatric settings. This may be largely due to 
exposure to violence in psychiatric settings, caring for patients at risk for suicide, and hearing 
first-hand accounts of patients’ trauma.14 (Level B) 
 
Although research and discussion about CF often focuses on ICU and palliative care areas, CF 
can also occur in ambulatory settings, such as home care or clinics where patients and families 
are seen over a long period of time. Home care nursing often involves vulnerable populations 
with multiple, complex needs, and the in-depth relationships formed with clients can add to 
work-related stress.15 
 
Another risk factor is “double-duty caregiving,” which occurs when nurses are caring not only 
for patients at work but also for others at home. For example, being a daughter and caring for 
elderly parents predisposes a nurse to CF because of the blurring between professional and 
personal care work.16 These “nurse-daughters” have high expectations of themselves, and 
understanding their loved ones’ medical conditions creates stress. Unfortunately, another source 
of stress can be other healthcare providers who expect nurse-daughters to deliver more care than 
they normally would of a family member who is not a nurse.  
 
Identifying Those With CF 
 
Nurses suffering from CF experience physical, psychosocial, and work-related signs and 
symptoms, but often they are reluctant to ask for help. In addition to the items listed in the 
sidebar, other CF clues include the tendency to blame others, frequent complaints, and the use of 
alcohol or drugs to manage stress.8 
 
The Professional Quality of Life (ProQOL) Scale can be used to identify nurses with CF.17 The 
30-item scale, which has subscales for compassion satisfaction, burnout, and CF, is useful for 
researchers and for leaders who want to determine the prevalence of CF in their work teams. 
Ownership of the ProQOL tool has been given by the developer to the Center for Victims of 
Torture. This is a nonprofit organization devoted to mental health and human rights around the 
world.17 Other tools are available, but the ProQOL Scale has been validated in a variety of 
healthcare settings and is the most widely used.4,11,13 
 
Many individual aspects exist in CF and burnout, but there are also institutional factors that are 
under the auspices of management. Those include work demands, a lack of time, and a lack of 
direct manager support.18 
 
If you are a manager and suspect one of your nurses has signs and symptoms of CF, you can 
certainly talk with the nurse about your observations. But if a more complete assessment and 
interventions are indicated, you may suggest the person consider the employee assistance 
program, which is typically part of an organization’s human resources department. Other options 
may be available, including referral to a mental health professional.7 The organizational climate 
and unit culture are important in both helping individual nurses manage CF and in preventing its 
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development. Organizational commitment and work-group cohesion have been found to protect 
against CF.19 Managers who know the signs of CF and reach out to communicate with distressed 
staff help secure early interventions and reduce further ill effects for their staff.  
 
If you are a staff member with concerns about a peer, you may want to discuss your options with 
your manager. In many organizations, nursing administration and managers are concerned with 
identifying CF among the nurse workforce and taking measures to prevent or alleviate it. For 
those health systems on the Magnet journey, one of the criteria is evidence of efforts specific to 
stress among the nursing workforce.3 Nurse managers identifying possible signs of CF among 
individual staff nurses may want to speak with the nurse and do a preliminary assessment. The 
bottom line is that early identification of CF is key so nurses can get the help they need. That 
usually means using multiple available resources so the situation is handled appropriately, 
accurately, and with compassion. 
 
How Do You Know If Someone Has Compassion 
Fatigue? 




• Digestive problems (e.g., constipation) 
• Cardiac problems (e.g., palpitations, chest pain)  
• Fatigue and sleep problems 
• Loss of strength 
• An increase in the number of accidents 
Psychosocial 
• Emotional responses, such as sadness, anger, apathy, 
cynicism, mood swings, irritability, depression, or anxiety 
• Intellectual responses, such as less attention to detail, and 
not being able to concentrate 
• Social responses, such as feelings of isolation or 
indifference, or loss of activities once enjoyed 
Work-Related  
• Experiencing increased absenteeism 
• Expressing a desire to quit 
• Being late frequently 
• Avoiding intense patient situations 
• Experiencing a decline in performance, such as more 





How to Help 
 
What can be done for those who are experiencing CF? Although little evidence-based 
information exists, preliminary investigations and reports suggest tools such as communication 
skills training in mindfulness, stress management workshops, self-care behavior, coaching, 
individual counseling, mentoring programs, staff retreats, and sabbaticals are helpful.8,16,18 
Teaching nurses to do short meditations using an audio CD is also beneficial in reducing stress 
and CF.21 In addition to conducting assessments, employee assistance programs can provide 




Some experts believe encouraging strategies such as self-care and self-reflection are ways to help 
nurses focus on their own needs.28 Self-reflection can be encouraged through journaling and 
meditation.28,22 Self-care includes exercising, eating well, getting enough sleep, and keeping 
balance between work and home. Good exercise options include aerobics and yoga.2 If the nurse 
is a “double-duty” caregiver, he or she may want to access resources from the Rosalynn Carter 




If you think you might be suffering from CF, consider applying the ART framework from the 
book “Compassion Fatigue and Burnout in Nursing.”23 This three-step technique is briefly 
described below. The basic principles are to acknowledge feelings, recognize that one has 
choices, and turn outward to care for self and engage with others. 
 
Step 1: Acknowledge feelings. Understand how you are feeling by asking yourself questions 
such as how you feel when you are going to work (do you look forward to it or dread it?). 
Review the signs and symptoms of CF to see if they apply to you. Notice how you interact with 
others during the day. You can also use an assessment tool that measures CF, as discussed earlier 
in this module. If you find that you have CF, try to determine what factors contributed to it so 
you can move to the next step. 
 
Step 2: Recognize choices and take purposeful action. Identify your choices for managing the 
situation. It’s often helpful to make a list so you can evaluate the positive and negative aspects of 
each choice. Sharing your thoughts with others can be helpful so you can obtain a fresh point of 
view. 
 
Step 3: Turn outward toward self and others. In Step 1, you were looking “toward” yourself. 
Now it’s time to turn outward and look at yourself objectively. Think about your self-care habits 
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and your connections with others. It may be time to reconnect with friends and family members 
you have been neglecting. You can talk with them about your feelings and simply spend time 
with them. Spend time with activities that give you pleasure, whether it’s sharing experiences 
with friends, reading a good book, or spending time in nature. Consider keeping a journal. These 
activities not only can help relieve CF but can also serve as the basis for preventing future 
occurrences. 
 
Other available resources include the Compassion Fatigue Awareness Project or ProQOL.org. 
The important step is to seek — and accept — the help you need early on, whether for yourself 
or someone else. 
 
Getting Ahead in the Game 
 
Administrators and nurses can take action to help prevent CF through identifying possible 
triggers, providing education, and offering special programs in the workplace. 
 
Triggers: Certain triggers may prompt CF. These include caring for young, dying patients; those 
who are members of vulnerable populations, such as abuse victims; or simply those patients the 
nurse will not be able to “rescue,” such as some of those with life-threatening illnesses.12,15,16 
Strategies to help reduce the chances that CF will occur in these situations include an extra day 
off, fewer overtime hours, a change in patient assignment or shift, involvement in a project of 
interest, or an informal debriefing.2,16 
 
Education: Education not only will help nurses become aware of CF, but also can provide 
specific skills. For instance, learning communication strategies for dealing with difficult patient 
and family situations can help nurses better cope with difficult situations.2,16,23 Other basic skills 
that can be taught include coping and self-care strategies, how to establish boundaries with 
patients and families, how to reframe challenging situations, and how to cope with ethical 
conflicts.2,8,16 
 
Many profit and nonprofit organizations offer training related to CF. The free pocket card 
“Caring for Yourself in the Face of Difficult Work” can be downloaded for personal use and 
distributed at education programs. The pocket card includes 10 steps to take each day, such as 
get enough sleep, support a colleague, and focus on what you did well. 
 
Workplace programs and environment: Hospitals are recognizing the importance of 
identifying and offering assistance to nurses at risk for CF. They are training managers to be alert 
for this concern and to create unit culture where nurses feel supported.3,16 Creating a relaxation 
area on each nursing unit and providing discussion groups for nurses after traumatic events can 
also be helpful.16 
 
One resource comes from the Schwartz Center for Compassionate Healthcare. Schwartz Center 
Rounds gives healthcare providers a regularly scheduled time to openly discuss social and 
emotional issues that occur when caring for patients.24 Unlike traditional rounds, this event 
focuses on the human aspect of care, with participants sharing thoughts and feelings about topics 
based on actual patient cases. A key component is its interdisciplinary approach, with nurses, 
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physicians, social workers, psychologists, allied health professionals, and chaplains all 
participating in the discussion. Schwartz Rounds are not intended to solve complicated cases but 
instead to connect with the staff’s emotional experience in caring for the patient and family. The 
atmosphere is safe and confidential, allowing staff members to explore their reactions to 
challenging situations.24 The staff at the Schwartz Center works directly with organizations that 
want to start the program.  
 
Other options include on-site counseling, support groups for staff, debriefing sessions for 
difficult situations, art therapy, massage sessions, and attention to spiritual needs.16,23 Nurse 
leaders can turn to psychiatric mental health nurse practitioners and clinical nurse specialists, 
who can facilitate meetings to discuss difficult patient situations, and to pastoral care 
departments to help staff debrief or process difficult ethical issues. 
 
Easing the Pain 
 
Addressing the issue of CF is every nurse’s responsibility. Staff nurses can be alert to CF in 
themselves and coworkers. Managers and those in advanced practice roles can be vigilant for 
signs of CF and take steps to prevent it. Researchers can devote time to studies that identify 
which interventions are the most effective. Educators can teach nurses about CF and how to 
prevent it. 
 
If you suspect a nurse is suffering from CF, encourage him or her to seek help. And if you 
suspect you are suffering from CF, seek help immediately. 
 
John, Jennifer’s manager, realizes that she is experiencing CF. After calming Jennifer, he 
changes her assignment. He also arranges for Jennifer to visit the employee assistance program. 
Short-term counseling helps Jennifer understand CF. She reaches out to her coworkers, resumes 
activities with friends, and returns to the gym. Although she no longer is assigned to Mr. 
Bellows, she is pleased to learn that his family finally accepted his decision to refuse treatment 
for his cancer. 
 
EDITOR’S NOTE: Cynthia Saver, MS, RN, president of CLS Development Inc., in Columbia, 
Md., past author of this educational activity, has not had an opportunity to influence this content 
of this version. 
 
OnCourse Learning guarantees this educational activity is free from bias. 
 
Connie Vogel, PhD, RN, CNS-BC, CNE, is a psychiatric clinical nurse specialist and nurse 
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Kim Kelly is an RN who has worked on a medical unit of a small hospital for seven years; she 
has been in nursing for 10 years. She has been caring for Ms. Miller, who developed a serious 
infection after her colon resection. Ms. Miller experienced wound dehiscence and has a deep 
wound that requires a complicated dressing change. Despite receiving pain medication before 
dressing changes, Ms. Miller still has discomfort and expresses her distress. She also confides in 
Kim that her significant other verbally abuses her. Recently, Kim has cared for several 
challenging patients, including a homeless man with malnutrition and a serious case of scabies 
and a patient with diabetes who also has depression. Kim finds she is anxious and experiencing 
heart palpitations although cardiac tests are normal. Although she likes her coworkers and her 
unit, she is considering changing jobs. Kim is likely suffering from compassion fatigue. 
 
1. Which of the following likely triggered Kim’s compassion fatigue? 
a. Ms. Miller is verbally abused and has hard-to-relieve pain. 
b. Kim has worked as an RN for a decade. 
c. Ms. Miller has a complicated dressing change. 
d. Kim has palpitations. 
Answer: A 
Kim has been caring for a series of difficult patients. Taking care of yet another patient who is 
particularly vulnerable likely triggered her symptoms. 
 
2. If Kim wanted to apply the ART framework to her situation, which of the following actions 
would be appropriate? 
a. Change specialties, her unit, or her hospital 
b. Reject her feelings so that they don’t overwhelm her 
c. Make a list of choices that she has in her current situation 
d. Spend more time alone so she can concentrate on herself 
Answer: C 
It would be helpful for Kim to recognize and evaluate her choices, and then take action. 
 
3. What could Kim’s manager do to support her? 
a. Schedule her for several days in a row 
b. Change her assignment to give her a respite 
c. Recommend her for a new position on another unit 
d. Tell her that she needs to be a stronger patient advocate 
Answer: B 
Changing Kim’s assignment to give her a respite from caring for Ms. Miller will give her time to 
deal with her emotional distress. 
 
4. What could Kim’s colleagues do to support her? 
a. Allow her to express her feelings 
b. Explain that it’s important for Kim to “stick it out” 
c. Encourage her to stop exercising so she has more time 




By allowing her to express her feelings, Kim’s coworkers can give her emotional support and 
provide Kim with the venue to work through her thoughts and feelings. 
 










APPENDIX C: DEMOGRAPHIC QUESTIONNAIRE FOR COMPASSION FATIGUE 
EDUCATION 
All information gathered from this form will remain confidential 
Please answer the following questions 
 
1. Highest level of education  
a) Nursing Diploma  
b) Associate’s degree  
c) Bachelor’s degree  
d) Master’s degree  
e) Doctorate degree  
f) CNA I 
g) CNA II 
 
2. Number of years in practice  
a) 1-5 years  
b) 6-10 years  
c) 11-20 years  
d) 21-25 years  
e) 26 or more years  
 




4. Number of years working in Hospice  
a) 1-5 years  
b) 6-10 years  
c) 11-20 years  
d) 21-25 years  
e) 26 or more years  
 
5. What shift do you work? 
a. Day shift 
b. Evening shift 
c. Night shift 
d. Rotate between day and night 
e. Rotate between day and evening 




APPENDIX D: SELF-CARE SURVEY 
All information gathered from this form will remain confidential 
Please answer the following questions 
 
In the past month, how often have you engaged in these self-care activities?  
 
 Once in the 
past month 















Mindfulness       
Individual counseling      
Mentoring Program      
Vacation      
Journaling      
Meditation      
Yoga      
Employee Assistance 
Programs 
     
Have tried to improve 
eating habits 
     
Have tried to increase 
sleep to 8 hours 
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